Aim: Odontogenic keratocysts are aggressive lesions characterised by a high recurrence risk ratio due to dental lamina residues in mandibular and maxillary regions. Odontogenic keratocysts appear distinct from other jaw cysts. Methodology: In this report, a 35-year-old male patient was admitted to our clinic with numbness in the left mandible; the patient had also been admitted approximately 1 year previously complaining of paraesthesia, which subsequently progressed to complete numbness. During the intraoral examination, luxation was detected in the mandibular left second molar tooth. No caries or periodontal abnormalities were observed. In panoramic images, a radiolucent lesion was detected, with regular boundaries, in the area of interest. Results: The mass was enucleated under local anaesthesia and second molar teeth were extracted. During the histopathological examination the mass was determined as a keratocyst. Conclusions: In the present case, surgical treatment was performed.
Introduction
Odontogenic keratocysts constitute between 3-10% of all jaw cysts, and are typically observed in male patients between 20 and 40 years of age, particularly in mandibular areas such as the third molar, ramus and angle of the mandible (1). Odontogenic keratocysts, for which specific clinical diagnostic criteria are lacking, may not be noticed until they become asymmetric or cause a secondary infection, or until a fistula forms inside the mouth (2) . Asymptomatic keratocyst progression also causes complications by compressing adjacent anatomical formations. In our patient, the loss of feeling that occasionally occurs following keratocyst removal under anaesthesia, due to nerve compression, was observed.
Case Report
During clinical examination of our 35-year-old male patient, admitted with numbness in the left mandible, luxation was detected in the left second IDR -Volume 7, Number 1, 2017 molar tooth (Fig. 1 ), but no caries were observed. A panoramic radiograph was acquired for further study, revealing a wide, radiolucent lesion with regular boundaries in the left angle of the mandible and second molar tooth (Fig. 2) . Under local anaesthesia, the mass was totally enucleated as a single piece (Fig. 3) . The second molar tooth was extracted (Fig. 4) ; histopathological examination determined that the lesion was a keratocyst ( Figure  5 ). 
Outcome and Follow-Up
No recurrence has been detected during the 4-year follow-up; we continue to follow the patient. 
Discussion
Odontogenic keratocysts represent the mostaggressive variety of jaw cyst, and may also be associated with nevoid basal cell carcinoma (3). Odontogenic keratocysts appear similar to other jaw cysts during radiography, and are characterised by typical histological images. It was reported previously that odontogenic keratocyst prevalence is two-fold higher in mandibular vs. maxillary regions (4) . Odontogenic keratocysts are commonly observed in the angle of the mandible and ramus regions, and may spread toward the buccal bone. In our patient spreading toward the inferior region was also observed, causing compression and numbness in the inferior alveolar nerve. Similar to the treatment of other types of cysts, marsupialisation and surgery are typically performed to treat keratocysts; due to the higher recurrence risk ratio of odontogenic keratocysts, conservative treatment is usually not preferred. In addition to surgical treatment, irrigation of the region following surgery, using Carnoy's solution, is recommended (5). In our case, surgical treatment was performed, but Carnoy's solution was not used due to close proximity to the nerve.
Conclusion
Keratocysts are initially asymptomatic, clinically progressive and fast-growing lesions, which should be eliminated following routine radiographic examination. Because it is an infrequent neurological condition, loss of feeling in the jaws should be considered indicative of potential pathology.
